. STATE QF CALIFORNIA-—~HEALTH AND WELFARE AGENCY EDMUND G. BROWN JR., Governor

DEPARTMENT OF BENEFIT MYMENTS
Thl P Street, Sacramento, Ch 95814

July 1k, 1975

ALL~COUNTY IETTER HO. TS5-1k2

TO: ALL COUNTY WELFARE DIRECTORS

SUBJECT: Other Health Insurance Survey

REFERENCE:

On approxdimately July 18 of this year the Office of Operations Review of the
Department of Benefit Payments will be mailing a guestionnaire to a random
sample of approximately 1,000 persons whose names appeared on the June C.I,D.
file. This will be the first phase of a survey to determine the error rate
in the reporting of "other health insurance" by Medi~Cal recipients.

A copy of the questiomnaire is attached for your information. If individuals
who have been selected to participate in the survey contact you, please have
them call our office collsct on (916) 322-4425. Should you have any questiors,
please contaet Loren D. Suter ab the same number,
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SFATE OF CALIFORNIA—HEALTH AWD WELFARE AGENCY EDMUND G, BROWN JR., Governor

'DEPARTMENT OF BENEFIT PAYMENTS

July 18, 1975

The Department of Benefit Payments is conducting a survey to determine whether or
nol persons recelving Medi-~Cal benefits have any other health insurance coverage
in addition to Medi-Cal. Other health insurance means hospital, emergency room,
surgery, doctor, mcdication, and other medically-related coverage for which you,
an employer, union, or other group is paying.

You have been selected, at random, from Medi-Cal program records for part1c1pat10n

- in this survey. Ve arc requesting that you {(or a parent or guardisn of a minor)
complete this cuestionnaire. Please answer the follo:lng guestions, sign in the
appropriate space and return this guestionnaire to us in the enclosed postage-paid
envelope, Do not send your insurance policies, Medi-Cal identification cards, rs-
ceipts, or any other supporting documenis,

QUESTION ANSHER
1. Are you now covered by Medi~-Cal? Yes %?
2. Do you now have obther healbh insurance? ‘ %%f %ﬁ
. 3. In the past have you had any octher health Yes No
insurance while you were also covered by o £
Medi-Cal?

L. I8 or was the health insurance prov1ded by Yes No
you or a family member? , 2 R
5. Is or was the health insurance provided under . Yes No
a union, employer, or other group plan? EJ l

6. lWhere can you be contacted by telephone? Home

Arez Code  Number

Work )
Area Code  Number




ro

Signature | _ Date

Since” the accuracy of our survey devends on the completion and return of all cuestion-
naires, please complete and return this form to us cven though you may have previocusly
furnished this information. If you should have any questions regarding this question-
naire, call us collect at (916) 322-6425. Please do not call your county welfare
department,

Thank,you fo . cooperation.
/

Loren D, Suter
Office of Overations Review

Espdnol

51 tiene alpunas preguntas tocante a este cuestionario, hablenos por cobrar al
"numero (916) 322-6425. Favor de no llamar al departamento de bienestar del
contado,



